Introduction
Adverse events in surgery are inevitable, but a closed culture has cost our profession in both public perception and learning opportunities. Fortunately, the wheels of change are in motion, following lessons learnt from the aviation industry amongst others. Public reporting is here to stay, and open discussion and evaluation of complications is increasingly widespread. Great strides have been made in assessing and minimising our complications, but the system is far from perfect. In this commentary, we look at the shortcomings of the past, recent and ongoing improvements, and aim to set the goalposts for future urological practice.
The past: a closed culture
The medical profession has frequently been accused of operating behind closed doors. Scandals in the UK, such as the Bristol Heart and Mid Staffordshire incidents, have led to increased public scrutiny and increasing expectations of the NHS and its doctors.
For too long, a culture existed whereby a struggling or poorly performing surgeon could continue to make mistakes as others looked the other way. A product of a voiceless, hierarchical system that allowed a senior surgeon to meander through the last years of his career until he alone decided to 'hang up his gloves', or a young underperforming surgeon not to be challenged until a major disaster occurred.
In this previous culture, morbidity and mortality meetings (previously not compulsory) were often without meaningful structure, objectivity and discussion, without a true willingness to learn from adverse events, and all too frequently descended into an exercise in proportioning blame. Minutes of meetings were rarely documented.
National reporting did not exist at this time and other than anecdotal evidence, little was known about another centre's outcomes and results. The task for a regulatory body in identifying substandard care was incredibly challenging and reliant on sporadic reports or catastrophes.
Improvements in current practice: open discussion and public reporting
There has certainly been recognition of previous shortcomings and this has led to willingness to openly discuss complications and learn from them, as well as to report national data and make it publicly available.
Comparison with the safety checks of the aviation industry is common, and for good reason. The last 2 years have cumulatively been the safest ever in aviation history according to the Aviation Safety Network [1] . Can we as urologists say the same?
The cultural blueprint demonstrated by the aviation industry is clear -a 'just culture' as opposed to a 'no blame culture'. It is a system that 'rewards openness but does not comprise a blanket amnesty on all unsafe acts' [2] ; a system that balances the belief that punishment for the sake of punishment does not solve problems, whilst also not tolerating gross negligence or deliberately unsafe acts. Undoubtedly, we are heading in this direction, as evidenced below.
Classification of complications has made their reporting and analysis infinitely easier. The introduction of the ClavienDindo grading system [3] for adverse postoperative events in 2004 has allowed surgeons to compare themselves to their colleagues more accurately.
Open discussion of complications is increasingly prevalent, emphasising a desire to learn from others mistakes rather than making them oneself. Complication sessions are now commonplace at major urological meetings and with the increasing use of recorded robotic, laparoscopic and endoscopic procedures, there is now an opportunity to capture human error and rare anatomical variation as it occurs. The annual rate of complication reporting in urology on PubMed has risen from 985 publications in 2000 to >2700 in 2015, demonstrating a desire for surgeons and journals to publish articles related to complications.
Individual surgeons, such as Dr Rene Sotelo [4] , have taken it upon themselves to pioneer the reporting of complications, compiling an enormous library of operative videos from around the world in order to demonstrate common pitfalls and general themes, as well as rare catastrophes, e.g. in robotic radical prostatectomy.
National reporting of operative outcomes began in 2013 with the BAUS Nephrectomy audit, and now encompasses six common urological procedures [5] , with between 70% and 90% of cases included. The intended benefits are clear in attempting to improve surgical outcomes, as per the well-known aphorism 'the more we are watched, the better we behave', but also to improve public trust, and identify areas for improvement. This annual measurement has encouraged further centralisation of urological services, a drive towards minimal case volumes for individuals and trusts, whilst some very low-volume surgeons and those with higher complications have been identified and they have adapted or ceased practice in these areas. Dr Foster [6] is an increasingly used analytics provider that collects and publishes healthcare information to improve safety and efficiency of the NHS. Used by many trusts around the country, they have recently facilitated a significant reduction in mortality in the North Cumbria University Hospitals Trust to remove the Trust from the special measures regime; a further demonstration of the value of high-quality data collection in driving improvement.
The future: modifications in an internet age
The contrast between the past and the present is stark. However, limitations exist within current practice and the gap between our industry and others remains vast.
Public reporting despite its benefits has numerous faults. Patient outcomes are undoubtedly related to a number of different factors rather than surgical proficiency alone. The outcomes therefore relate not only to the operating surgeon, but to the wider perioperative care in each unit. The measured outcomes are often debated, such as whether continence and sexual dysfunction rates should be included in prostatectomy data, and whether patientreported outcome measures (PROMs) be included. Questions about how to standardise differing case mix between centres are still to be answered, and as a result surgeons may be inclined to take on a less complex workload in the interest of improving their outcomes. The BAUS introduction of an 'average patient risk profile' [5] is a commendable step in the right direction. League tables have been fiercely avoided thus far but could be derived from existing public data. In the future independent reporting rather than surgeon self-reporting would be more appropriate.
In an era of rapid technological advancement and social media, we are able to share information like never before. It is in our interest to develop methods to report and discuss adverse effects in line with this new way of digesting information. Some prominent urologists have the attention of >8000 Twitter followers, allowing wide and rapid dissemination of issues around complications. YouTube channels will have a large role to play in exhibiting intraoperative complications to medical professionals, whilst also informing the nonmedical community -improving understanding and thus realistic expectations.
With the increasing engagement of urologists and urological journals in social media, we have never had a better platform to learn from our colleagues' mistakes. Table 1 The past, present and future of discussing complications in urology.
Historical
Modern era Future developments
Closed culture. No reporting system, lacklustre M&M meetings.
Open reporting. BAUS database [5] . Dr Foster analytics provider [6] .
Better stratified open reporting taking into account the unit, the multidisciplinary team, and the case mix. Clavien-Dindo grading of complications for comparison [3] .
Further urology-specific and individual procedure classification systems.
Rare public discussion of when things go wrong.
Complication sessions at conferences. Increasing use of social media as a discussion forum.
Limited capability to share operative complications in real time.
Ability to video minimally invasive procedures. Live surgery demonstrations. Individual Surgeons collecting anecdotal complication libraries [4] .
Dedicated anonymised complication video library, YouTube channels. National and international complication databases. Increasing use of social media as a means of gaining information and sharing experiences.
M&M, morbidity and mortality.
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Conclusion
Discussion of complications is not easy. The effects of complications on the surgeon involved, including anxiety, depression and post-traumatic stress disorder, are well known. As a result, surgeons and urologists have been historically poor at openly discussing and learning from adverse events.
Nevertheless, in recent years, the medical profession has made commendable advances towards developing an open culture. The introduction of public reporting, national databases, and the presence of routine open and honest discussion of surgical complications is something to be proud of ( Table 1 [ [3] [4] [5] [6] ). However, the transformation is not over, and there continues to be opportunity for improvement. Initial teething problems of public reporting have been identified, and there is a need to develop novel methods of sharing information as social media transforms the way we communicate.
It is our opinion however, that we have never been better at discussing complications in urology.
